Identifying patient-centred recommendations for improving patient safety in General Practices in England: a qualitative content analysis of free-text responses using the Patient Reported Experiences and Outcomes of Safety in Primary Care (PREOS-PC) questionnaire. by Ricci-Cabello, I et al.
Health Expectations 2017; 1–12	 	 	 | 	1wileyonlinelibrary.com/journal/hex
Accepted: 15 December 2016
DOI: 10.1111/hex.12537
O R I G I N A L  R E S E A R C H  P A P E R
Identifying patient-centred recommendations for improving 
patient safety in General Practices in England: a qualitative 
content analysis of free-text responses using the Patient 
Reported Experiences and Outcomes of Safety in Primary Care 
(PREOS-PC) questionnaire
Ignacio Ricci-Cabello BSc, PhD, MSc1  | Lorena Saletti-Cuesta PhD2 | Sarah P. Slight 

















































45	English	practices.	We	 conducted	 a	 qualitative	 content	 analysis	 of	 responses	 to	
seven	open-	ended	items	addressing	patients’	experiences	of	safety	problems,	lessons	
learnt	as	a	result	of	such	experiences	and	recommendations	for	safer	health	care.
Results: A	 total	 of	 1244	 (18.4%)	 participants	 returned	 completed	 questionnaires.	 Of	
those,	678	(54.5%)	responded	to	at	least	one	open-	ended	question.	Two	main	themes	
emerged	as	follows:	(i)	experiences	of	safety	problems	and	(ii)	good	practices	and	recom-
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1  | INTRODUCTION







and	more	than	750	000	patients	consult	their	GP	each	day.4 A recent 


















the	ways	 in	which	patients	make	 sense	of	 “safety”	 in	 the	 context	of	
primary	medical	care,12	their	perceptions	of	errors	in	long-	term	illness	
care,13	 the	effect	of	workplace	conditions	on	errors,14 what they be-
lieve	may	be	done	to	reduce	errors,15–18	and	how	safety	problems	may	
impact	on	their	subsequent	interactions	with	the	health-	care	system.19
Although	 important	progress	has	been	made	 in	 this	area	during	
the	last	ten	years,	this	is	a	relatively	new	field	and	further	research	is	
needed	 to	better	understand	patients’	perceptions	and	experiences	
of	 safety	problems	 in	English	 general	 practice.	Previous	 studies	 are	
heterogeneous	in	terms	of	the	different	aspects	of	patient	safety	ex-
amined,	but	also	in	terms	of	countries	in	which	they	have	been	con-
ducted	 (Australia,	 New	 Zealand,	 USA)	with	 diverse	 health	 systems.	
Patient	safety	is	highly	contextual,	and	findings	cannot	be	necessar-
ily	 extrapolated	 across	 countries.	The	 available	 evidence	 in	 the	UK	
(a	country	with	 strong	 primary	 care	 orientation)	 is	 still	 scarce,	with	
only	 four	 studies	 currently	 published.12,13,17,20	Also,	 previous	 quali-
tative	studies	relied	on	data	obtained	through	focus	groups	or	 indi-
vidual	 interviews,	 including	 a	 relatively	 low	number	 of	 participants.	











Data	 were	 collected	 with	 the	 Patient	 Reported	 Experiences	 and	
Outcomes	 of	 Safety	 in	 Primary	 Care	 (PREOS-	PC)	 questionnaire.21 
PREOS-	PC	was	 developed	 in	 a	 multistage	 process	 supported	 by	 an	
expert	panel	and	informed	by	two	systematic	reviews,22,23	four	focus	















regions	 in	 the	 north,	 centre	 and	 south	 of	 England.	 Practices	were	
selected	 using	 purposive	 sampling	 to	 ensure	 variation	 in	 terms	 of	
list	size	and	levels	of	deprivation.21	Compared	to	the	characteristics	




proportion	 of	 older	 patients	 (patients	 aged	 above	 65	 16.5%	 vs	







tained	no	 relevant	 information	eg	 “N/A”	or	 “No	comments.”	Clean	
data	 were	 then	 analysed	 using	 conventional	 content	 analysis.26 A 
qualitative	 researcher	 (LSC)	 read	 all	 data	 repeatedly	 to	 get	 a	 clear	




developed	 inductively	 from	 these	 data,	 with	 codes	 either	 coming	
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directly	 from	 the	 text	or	 reflective	of	one	or	more	key	 thought(s).	
An	 inductive	approach	was	 followed	because	no	suitable	 theoreti-




re-	examined	by	 the	 two	 researchers.	Codes	 then	were	sorted	 into	
categories	 based	 on	 how	different	 codes	were	 related	 and	 linked.	
These	emergent	categories	were	used	to	organize	and	group	codes	
into	meaningful	 clusters.30 All analyses were conducted separately 
for	each	question,	except	for	questions	6	and	7	 (which	were	com-
bined	because	of	 their	 substantial	 overlap	 in	 the	underlying	ques-
tion).	 Throughout	 the	 analysis	 process,	 a	 third	 analyst	 (JMV)	 was	











of	 those	 returning	 completed	questionnaires)	 responded	 to	 at	 least	
one	 of	 the	 seven	 open-	ended	 questions.	 Those	 responding	 tended	
to	be	more	frequently	women,	younger,	have	a	worse	health	status	
and	were	more	 likely	 to	have	multiple	chronic	conditions	 those	not	
	responding	to	the	open-	ended	questions.
Two	main	 themes	were	 identified	 (i)	experiences	of	safety	prob-
lems	 and	 harm	 and	 (ii)	 good	 practices	 and	 recommendations	 to	
	improve		patient	safety	in	primary	care	(Figure	1).
3.2 | Experiences of safety problems and harm
Two	subthemes	were	 identified	 for	 experiences	of	 safety	problems	
and	harm:	types	of	safety	problems	and	harms	experienced,	and	pa-
tients’	responses	after	experiencing	a	safety	problem.
3.2.1 | Types of safety problems and harms 
experienced
A	 total	 of	 268	 participants	 responded	 to	 at	 least	 one	 of	 the	 four	
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describe here in more detail the most recent problem that 
happened to you.




97 70.8 59.9	(16.1) 46.1 61.5 78.7
3.	Were	your	family/friends	affected	by	the	problem?	If	so,	
please	feel	free	to	describe	here	how	they	were	affected.











181 61.7 54.5	(16.3) 45.1 74.9 71.9
6.	What	things,	if	any,	does	your	practice	do	well	to	ensure	
that	care	is	delivered	safely?
452 60.0 56.6	(15.7) 43.8 74.1 74.7
7.	What	changes,	if	any,	would	you	suggest	to	your	GP	
surgery	to	ensure	that	care	is	delivered	safely?
422 56.7 55.7	(15.1) 42.9 74.2 72.3
8.	Participants	not	completing	any	of	the	seven	open-	ended	
questions
566 57.4 59.6	(16.6) 27.7 74.2 69.5
N,	number	of	respondents.
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panic	 attacks),	which	were	generally	produced	as	 a	 result	 of	delays	
in	obtaining	an	appointment	or	 in	receiving	a	diagnosis	or	adequate	
treatment.	Some	participants	 reported	 that	 these	delays	 resulted	 in	
their	condition	being	unnecessarily	extended	or	exacerbated.	In	some	
instances,	 the	 harm	experienced	 affected	not	 only	 the	patients	 but	
also	their	families	or	friends.
3.2.2 | Patients’ responses to experiencing a 
safety problem
A	total	of	181	participants	provided	 information	on	their	 responses	
after	experiencing	 a	 safety	problem	 in	 the	 surgery.	Becoming	more	
active players in their own health care	 (increased	patient	activation)21 
emerged	as	the	most	important	response	(Box	2).	This	mainly	involved	




the	 information	 in	 their	 health	 records	 or	 prescriptions	 and	 proac-
tively	requesting	test	results	or	more	timely	appointments.	In	addition	
to	 this	 increased	 proactivity,	 the	 avoidance of unnecessary exposure 
to health care	emerged	as	an	additional	response	to	a	safety	problem	
experience.
3.3 | Good practices and recommendations to 
improve patient safety in primary care
A	wide	range	of	factors	perceived	to	mitigate	the	occurrence	of	safety	
problems	 and	harm	 in	 general	 practices	 emerged	 from	participants’	
responses	to	the	questions	about	“good	practices”	for	safe	care	(452	














































“Availability of appointments is the main problem (…). The on- line system doesn’t work well, neither does booking on the automated 
telephone system. We are therefore having to ring at exactly 8AM and wait for what seems ages for the phone to be answered and 




“Following cardiac surgery I was told I should have an annual flu vaccination, staff at the practice have agreed and promised to put 
me “on the list” several times. Yet I still never get a call and when I enquire I am told there is no note for me to have the vaccination. 




“I had a swab taken back in January 2014. The doctor said 2 weeks max for results. I phoned no results in. Kept being told they can 






“I was prescribed an old medication which was different to the one I requested. I did not notice until I received my prescription item. 
This has happened more than once. I have not been believed when I say what I think my problem is. My view was confirmed by a 




“I was experiencing severe pain in my upper right leg when sitting and pins and needles in my right foot. I visited on GP who told me 
not to sit down if it hurt when doing so and she said that she would “sit on it for a while to see if it eased off” It did not so I saw a dif-
ferent GP a couple of weeks later who referred me to a physio- therapist who then order a scan on my spine where upon it was diag-
nosed arts having two discs misplaced in my lower spine. I am currently awaiting an appointment with a specialist. I felt that my 
symptoms were treated flippantly by the first GP I visited I was in obvious pain and had been for several weeks. I felt like she treated 
my pain as a joke when clearly it was not and was something more serious.” (female 57 years)
(Continues)







“Question the doctors and nurses more” (male,	22	years)
“I would persist in asking for further investigations and test to be carried out to try to find out the cause of the health issues” (female,	
59	years)
“Make more fuss, be insistent, demand a second opinion”	(female,	44	years)
“To insist that I have thorough test if a problem persist so no time is wasted and to trust my instincts and say what I think the problem 
might be early on even if the GP disagrees”	(female,	52	years)
“I now need to check everything that is written about me- check reports to hospitals, etc. I can’t have the confidence I had in the 
practice- now what I have enjoyed for many years in the past”	(female,	71	years)
Avoid unnecessary exposure to health care (N=6)
Other	patients	reported	that	experiencing	a	safety	problem	resulted	in	them	trying	to	avoid	unnecessary	exposure	to	health	care.
“Not to have a smear test as I cannot trust the staff to be adequately trained”	(female,	62	years)






“When a new GP joined the surgery, I (or the members of my family) was not informed that they splitting my registered GP’s patient 
list alphabetically and moving me to the new GP’s list. The first I realized was when the new GP’s details was printed on repeat pre-
scription. On ringing the surgery, I was told that this would make no difference in being able to still see my previously registered GP 
(for the sake of continuity of being in his case for some years) In reality this has not been the case and I have had a long wait to see 
the previous GP but could have seen the new GP sooner as he is now the one I am registered with. I remain unhappy about this and 
feel that the practice manager should have consulted patients before moving them on the list and give them a chance to remain with 
the GP previously registered with. This may make a difference in an emergency or if I want to see my GP quickly rather than having 





“My Drs never has hospital letters available to read as “they take a while to scan in the computer and put on your notes”- This is what 
I’m told even 3 weeks after they have received the letter (I get a copy at the same time) I have to take my copy in and get them to 
scan it- Not sure why!” (female,	33	years)
Box 1 (Continued)






“Reduce receptions staffs’ contribution to admin, rather than today’s triage status.”	 (male,	 75	years—suggestion	 to	 improve	
safety).
“Improve on- line and automated systems. Penalise more those who fail to attend appointments”	(male,	60	years—suggestions	to	
improve	safety).
“Open to longer surgery times plus open on weekends. More doctors needed to reduce waiting times”	(female,	59	years—sugges-
tions	to	improve	safety).
Patient- centred care(N=66)
“My GP listens very well to me when I share concerns of my condition. Always is happy to discuss medication + treatment. Allows and 
helps me to feel very involved in my care and also takes seriously how I fell”	(female,	40	years—observed	good	practice).
“Doctors to listen to patients when speaking- not he reading computer screens.”	(female,	71	years—suggestion	to	improve	safety).
Active monitoring (N=64)
“Regular blood tests, diabetic clinic, practice concerns itself more about my wellbeing than I think I do”	(male,	83	years—observed	
good	practice).
“The only thing I could suggest is re: feedback from blood tests etc. it would be good if surgery could ring up and say ‘all clear’ rather 
than having to assume all is well because you have heard nothing”	(female,	62	years—suggestion	to	improve	safety).
“Always follow up important/life changing/emergency appointments” (female,	54	years—suggestion	to	improve	safety).
Training and technical quality of clinical care (N=50)
“Evidence based, high standard of protectional care delivered in a friendly setting by a very helpful team of GPs/Nurses and other 
staff” (male,	54	years—observed	good	practice).
“Junior doctors [to be] supervised more. I think they have done years of training before they come to our surgery but they still need 
more supervision”	(female,	41	years—suggestion	to	improve	safety).
Teamwork (N=45)
“I believe communication between all members of my practice is excellent, leaving me feeling ‘in good hands’ from reception, doctor 
to pharmacy.”	(male,	71	years—observed	good	practice).
“More conversation and control over the procedures we are sent for in other places.”	(female,	48	years—suggestion	to	improve	
safety).
Environment and equipment (N=37)
“Sanitiser for hands supplied when you walk into the surgery.”	(female,	59	years—observed	good	practice).
“Make sure equipment is working at all times”	(female,	43	years—suggestion	to	improve	safety).
(Continues)
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Participants	 perceived	 that	 the	 provision	 of	 high-	quality clinical 
care	was	 important	 to	 prevent	 safety	 problems	 and	 harm.	 Efficient,	







Teamwork,	 cohesion,	 good	 relationships,	 coordination	 and	 com-
munication	 between	 all	 sections	 of	 staff	 within	 the	 practice	 were	
perceived	as	 important	 contributors	of	 safe	health	care.	Staff	work-
ing	 together	 as	 part	 of	 a	 coordinated team	 was	 linked	 to	 safe	 care	
especially	 when	 different	 professionals	 were	 involved	 in	 the	 care.	
Better	 communication	 and	 control	 over	 procedures	 were	 common	
recommendations.
The	practice	environment	was	another	factor	considered	to	influ-




important	 elements	 of	 patient	 safety.	 Some	 participants	 suggested	




cords	 emerged	 as	 good	practice	 to	 ensure	 safe	 care.	 Some	patients	
reported	how	their	 surgeries	had	a	process	of	keeping	 their	 records	
up	to	date	by	regularly	double-	checking	their	personal	details	(ie	name	
and	date	of	 birth	 of	 the	patient)	with	 them,	 as	well	 as	 their	 clinical	
Health records (N=28)
“I believe the GPs now keep all records on a computer, they can refer to your notes and check they are for the correct person by 
checking date of birth and address. My GP always explains things thoroughly and is happy to discuss any concerns” (female,	
44	years—observed	good	practice).
“I would suggest that GPs always check the notes of the patient they are seeing and that they listen to what the patient is describing 
fully” (female,	44	years—suggestion	to	improve	safety).
Continuity of care (N=19)
“Provide access to same doctor on return visits”	(male,	56	years—suggestion	to	improve	safety).
“To be able to see the same doctor. Then they know your history more than just having a quick glance at medical history”	(female,	
64	years—suggestion	to	improve	safety).
“Not so many part- time and short stay doctor- very difficult to see your own doctor, only works part time and away on quite a few 
holidays” (female,	71	years—suggestion	to	improve	safety).
Seek patients’ feedback (N=4)
“Perhaps carry out at more frequent surveys with customers such as this one. This is the first I have completed, I think is over 
30 years attending the surgery.”	(female,	59	years—suggestion	to	improve	safety).
“Make complaints procedure more obvious and accessible.”	(female,	45	years—suggestion	to	improve	safety).
Box 3 (Continued)















This	 qualitative	 study	 examined	 patients’	 perceptions	 and	 experi-
ences	of	safety	problems	in	general	practices	in	England	and	identi-
fied	a	number	of	different	factors	that	were	perceived	to	affect	safety	
as	 well	 as	 the	 lessons	 learnt	 by	 patients	 after	 experiencing	 safety	




munication,	 ensuring	 continuity	 and	 proactive	monitoring),	 and	 the	







tions	of	 safety	 in	primary	care12,13,16,17,20,22,31,32 that has resulted in 
the	 development	 of	 a	 patient	 (rather	 than	 a	 professional)	model	 of	
patient	 safety.	 Some	 limitations	 need	 to	 be	 acknowledged	 as	 well,	
mainly	 in	 terms	 of	 representativeness.	 Although	 each	 practice	 se-






ceptions	of	 patients	with	 higher	 educational	 attainment	 differ	 from	
those	from	patients	with	lower	educational	attainment.






























opinion).19	Our	findings	provide	 the	basis	 for	 the	development	of	 a	
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us	 to	obtain	a	better	understanding	of	 the	 factors	 that	patients	 felt	
contributed	to,	or	mitigated	against,	the	occurrence	of	safety	problems	
and	harm	 in	 their	practices.	Timely	access	 to	primary	care	consulta-
tions	emerged	as	 the	most	 important	 factor,	 both	 in	 terms	of	 good	





The	 provision	 of	 high-	quality	 clinical	 care	was	 perceived	 by	 pa-
tients	to	have	a	strong	 influence	on	patient	safety.	 In	most	cases,	 it	
was	clearly	distinguished	by	patients	from	patient-	centred	care.	In	ad-
dition,	 a	 frequent	 suggestion	 to	 improve	 safety	was	 to	 increase	 the	
training	of	practice	staff.	These	findings	suggest	that	patients	were	(i)	
aware	of	the	importance	of	high-	quality	clinical	care	to	prevent	safety	








Patient-	centredness	 was	 also	 frequently	 perceived	 by	 patients	
as	 an	 important	 determinant	 of	 safety,	 being	 a	 recurrent	 subtheme	
both	 as	 a	 suggestion	 to	 improve	 safety	 and	 as	 good	 practice.	 The	
importance	of	patient-	centred	communication	to	prevent	errors	and	
harm	has	 been	previously	 highlighted	 both	 by	 patients13,17,31,40 and 
by clinicians.31,41,42	 Effective	 communication	 could	 have	 a	 number	
of	 positive	 consequences,	 for	 example,	 preventing	 the	 likelihood	
of	 adverse	 events,	 reducing	 psychological	 distress	 for	 the	 patients,	
	increasing	patient	satisfaction,	misinterpreting	or	reducing	the	 likeli-
hood	of	 	incorrect	 diagnosis	 or	 treatment,43	 and	possibly	 decreasing	
the		potential	number	of	malpractice	claims.32











patient’s	 condition;	 become	 familiar	with	 the	 patient’s	 consulting	 be-
haviour;	provide	holistic	care;	and	foster	the	development	of	trust.45
4.3 | Practice implications
Health-	care	 professionals	 and	 commissioners	 of	 English	 general	
practices	 should	 be	 aware	 of	 the	 factors	 that	 patients	 perceive	
can	 influence	 safer	health	 care.	Even	 though	patients’	perceptions	
of	 safety	 problems	may	 not	 always	 result	 in	 adverse	 events,	 they	
could,	 however,	 influence	 patient	 satisfaction,	which	 has	 been	 as-
sociated	with	a	higher	engagement	of	health	services	and	increased	
treatment adherence.46,47	 Practices	 should	 therefore	 consider	 im-
plementing	evidence-	based	strategies	to	improve	patient	perceived	




suggests	 that	GP	 or	 nurse-	led	 telephone	 triage	 could	 be	 effective	
to	 improve	 access	 to	 same-	day	 consultations,48	 which	 is	 one	 of	
the	most	 frequent	 recommendation	from	patients	 to	achieve	safer	
health-	care	delivery.
Patients	made	a	large	number	of	recommendations	to	improve	dif-
ferent	 areas	 of	 patient	 safety	 in	 general	 practices.	 Research	 is	 now	
needed	 to	 explore	 the	 acceptability	 and	 perceived	 utility	 of	 those	
recommendations	 by	 health-	care	 professionals	 and	 commissioners;	
to	 identify	 effective	 strategies	 to	 support	 their	 implementation	 in	 a	
context	of	resource	limited	service;	and	to	measure	its	impact.
Finally,	 practices	 may	 be	 heterogeneous	 in	 terms	 of	 the	 areas	
they	 need	 to	 improve	 to	 deliver	 safer	 health	 care	 (eg,	 some	 prac-
tices	 may	 be	 perceived	 to	 provide	 excellent	 patient-	centred	 care,	
but	struggle	to	offer	timely	appointments,	or	vice	versa).	The	use	of	
standardized	and	validated	patient	reported	instruments,	such	as	the	
Patient	 Reported	 Experiences	 and	 Outcomes	 of	 Safety	 in	 Primary	
Care	 (PREOS-	PC)	 questionnaire,10	might	 prove	 a	valuable	 resource	






relationship	 with	 health-	care	 providers	 or	 continuity	 of	 care—and	
helped	 us	 increase	 our	 understanding	 of	 patients’	 behavioural	 re-
sponses	to	experiences	of	safety	problems	and	harm.	The	information	
gathered	 in	 the	 open-	ended	 questions	 complemented	 the	 quanti-
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